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Overview

Senate Bill 896Health Record and Payment Integration Program Advisory Commifteas passed
during the 2018 legislative session. The law (Chapter 452)equired the Maryland Health Care
Commission (MHCC) to establish a Health Record and Payment IntegvatProgram Advisory
Committee (Advisory Committee) that consistd of representatives from managed care
organizations; health care providers (providers) and facilities; health care suppliers;
pharmacies; and health insurers(payors).2 3 The Advisory Committee was tasked with
conducting a study toassess the feasibility of creating a health record and payment integration
program (or program), including:

1. Feasibility of incorporating administrative health care claim transactions into the State
DesignatedHealth Information Exchange (HIE), the Chesapeake Regional Information
System for our Patients (CRISP);

2. Feasibility of establishing a free and secure weghased portal (or portal) that providers

can use, regardless of the method of payment being used for health care services to create

and maintain health records, and file for payment fohealth care services provided;

3. Feasibility of incorporating the Prescription Drug Monitoring Rogram (PDMP)data into
CRISP so that prescription drug data can be entered and retrieved

4. Approaches for accelerating the adjudication of clean claimand

5. Any other issue MHCC consideredppropriate to further study health and payment
record integration.

The MHCCmust report to the Governor and General Assembly detailing findings and
recommendations from the studyon or before November 1, 2019 This report includesrelevant
information about the law, a summary of Advisory Committee deliberations and
recommendations forconsideration by the Maryland legislature®

Limitations

Recommendationsdo not represent unanimous agreement among theAdvisory Committee.
Gradients of agreementin viewpoints range from endorsementto disagreement. Viewpoints are
representative of individual s on the Advisory Committee and arenot necessarily the opinion of
the stakeholder group they represent

1 Governor Larry Hogan approvedSenateBill 896 on May 8, 2018.See Appendix Aor a copy of the law.

2 SeeApproachsection for more information about workgroup recruitment and meeting frequency.

3 The MHCC engaged the Hilltop Institute to support research activities.

4 A study and report was recommended rather than advancing an original version of House Bill 1574 thabuld have
tasked MHCC with the development and implementation of a health record and payment clearinghouse pilot with the
State-DesignatedHIE.

5 This report was reviewed by the Advisory Committee. See Appendix J for commentary provided by certain Advy
Committee members.



Approach

The Advisory Committee consistd of 43 members with strong subject matter expertise
representing stakeholder groups with a range ofinterests and positions as it relates tohealth

record and payment integration® A Charter” was developed to guide the work and infornthe

Advisory Committee about studydeliverables. Meetings of he Advisory Committee were
convened ®ven times from July 2018 through January 2019 Meeting information and
materials were made available to the public through the! AOE OT OU #web pagelod A A6 O
-(##60 xBAAOEOAS

The MHCC facilitatel Advisory Committee meetings. A kickoff meeting provided information

AAT 00 OEA 1 Ax AT A OEA ' AS(dsdgleqdeetihds indluBed €ohnd 6 O AE /
stakeholder presentations to informAdvisory Committeedeliberations on select technologynd

policy matters.tl! Meetings were structured in a roundtablelike approach to foster a
collaborative discussion about various topics, such as the benefits and challenges of
consolidating clinical and administrative data in a centralized solutionthe need to adjudicate

(or process) clean claim$2 more timely; the consideration of aunique patient identifier; and
technology to support magnetic stripe cards or smart cards

Information gathering grids (grids) identified benefits, barriers/challenges, and potential
solutions and suppated an objective approachto the discussions'4 A Draft Recommendations
Subcommittee (subcommittee) convened as a first phase indeveloping informal draft
recommendations. The role of the subcommittee was to discuss key themes from concepts
identified in the grids and to formulate draft recommendations for review by the Advisory
Committee. All Advisory Committeemembers were welcome to prticipatein the subcommittee

Ongoing State and federakfforts informed Advisory Committee deliberations and shapedthe
outlook regarding the value proposition of a health record and payment integration program
These ongoing effortsinclude key pieces of federal legislationnamely,the Health Insurance
Portability and Accauntability Act of 1996 (HIPAA)S andthe Health Information Technology for
Economic and Clinical Health (HITECH) Aétof 2009. Both HIPAA and HITECHave hadabroad
impact on health care policy across states as well aproviders, insurers, consumersand other
third parties 17

6 See Appendix C for a copy of the Advisory Committee Roster.

7 See Appendix B for copy of the Advisory Committee Charter.

8 Includes two meetings of theDraft Recommendations Subgroup

9 Advisory Committeeweb page:
mhcc.maryland.gov/mhcc/pages/home/workgroups/workgroups_health_record_advisory comm.aspx
10 See Appendix D andE for copies ofmeeting summaries and prgentations.

11 |bid.

12 A clean claim is free of errors when initially submitted and can be processed by a payor without the need for additional
information.

13 Discussiontopics aligned with study requirements in law

14 SeeAppendix F forversion 5.

15P.L.No. 104191, 110 Stat. 1938 (1996)

16 HITECH was enacted as part of the American Recovery and Reinvestment Act of 2009. Pub.l-5111
17 SeeAppendix G for relevantbackground information about HIPAA and HITECH.

6


https://mhcc.maryland.gov/mhcc/pages/home/workgroups/workgroups_health_record_advisory_comm.aspx

Findings and Recommendations

Summary

Health care stakeholders, states, and the federal government have invested substantial financial
and humanresources in building ahealth information technology (health IT) infrastructure over

the last10 years. Health IT solutions that have been implemented are compliant with standards
adopted by the Office of the National Coordinator for Health Information Technology (ONG).
Establishinga health record and payment integation program would diminish previous health

IT investments and/or require building additional infrastructure to enable a new program to
integrate with existing solutions.

Some Advisory Committeenembers believe that improvementsin care delivery and potential
cost savingsoffset the investment of time, resources, and fundingor a program. Others
expressed concern about the significant technical and operational challenges that would need to
be addressedand risks of implementing a health IT stréegy that does not align with national
efforts. The following overarching key themes emerged from Advisory Committee deliberations:

1 Policy challenges, funding, and technical complexities to develop and maintain a program
requires considerable investment by the State;

f Uncertainty exists regarding papO @3 A D OT OE A A O Gisplagethirastiidtul A OO
from their existing health IT investments and interest to embrace a program among
smaller portion of providers that have not invested in health ITand

1 Complex issues around program design, governance, and ownership need to be
thoroughly evaluatedand addressed by stakeholders.

The Advisory Committeeconcludedthat a comprehensive financial analysis of a health record
and payment integration programwas beyond its capabilities. Ainancial assessmentwould
require engaging a thirdparty; and could range from $300,0® to $500,000 tocomplete.19

StudyRequirements

1. Eeasibility of incorporating administrative health care claim transactions into the
State-Designated HIE, CRISP

Key Themes

a) Unclear value proposition absent specific use cases to justify investment cost

18 ONCis organizationally located within the Office of the Secretary for the U.S. Department of Health and Human Services
and the principal federal entity charged with coordination of nationwide efforts to implement and use the most advanced
health IT and electronic exchange of health informatio.

19 Cost estimates arrived at based on anecdotal information from various Advisory Committee members.
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b) Accountability and legal obligations for the data byHIPAA-covered entitiesand
their business associatesincluding adherence taConfidentiality of Substance Use
Disorder Patient Records42 Qode ofFederal Regulations (CFR)Part 220

c) Employee Retirement Itome Security Act of 1974 (ERISA) restricts access to self
insured data from private health plans

d) Resistance by pagrs andthe 32 claims clearinghouses operaing in Maryland to
a mandate that requires claims data to be reported to CRISP

e) Timeliness and accuacy of claims data as compared to clinical data
Recommendation

Establish a task force to conduchan-depth feasibility assessment of making claims data
available through CRISRand evaluate other suitable alternativesuch as improving the
accuracy and availability of clinical data.

Rationale

In 2016, CRISP funded a small pilot with twalaims clearinghouses to assess technical
feasibility of reporting claims data to CRISP. This proof of concept demonstrated that it
is technically feasible to incorporate claims data into CRISRVhile the pilot successfully
resolved technical challengescertainpolicy questionswere identified that, if unresolved,
EET AAO #2) 3008 cup thedpdadt. ETGdinclGdes paidy Ajliedtions regarding
contractual issues between claims clearinghouses and health care organizations that
restrict information sharing with CRISPand existing federal privacy laws and regulations
OEAO DPOT OAAO PAOGEAT OO6 5A @quirdménts pdsedaicontplex ET Al C
set of issues that require working directly with privately insured employers to obtain
authorization to collect claims data. In addition, federal regulation (42 CFR Part 2)
governs how health care professionals, health IT endors, and payprs maintain
information security and confidentiality of substance use disorder patient records.An
in-depth feasibility assessment is needed to assestrengths and deficits related to legal,
economicand resource related matters, among dter things.

2. Eeasibility of establishing a free and secure web zbased portal that providers can
use, regardless of the method of payment being used for health care services. to
create_and maintain_health records and file for payment for health care services

provided
Key Themes

a) Provider buy-in due to widespread adoption of electronic health record (EHR)
and billing systems

20 42 CFR Part 2 is federal law governing confidentiality for people seeking treatment for substance use disorders from
federally assisted programs



b) Time and resources required to develop and implement technologthat meets
the needs of various providers

c) Unknown start-up and ongoingcosts
Recommendation
No action at this time.
Rationale

The Advisory Committeenoted concernsabout the costto stakeholders to implement a
free andsecure webbased provider portal. Payors and some EHR vendoedready make
portals available at no costto providers. While payors fund their ownportals, EHR
vendors usually generate revenudrom advertisement pop-ups and ribbon messagest

The Advisory Committee questioned whether these solutions could meet ONC
certification requirements and noted broad challengeswith current revenue generating
models for free portals. In 2009, HITECHauthorized funding to support EHR adoption
and Maryland law passed by the General Assembly also required Statgulated payors
to offer providers EHR adopton incentives22 EHRadoption is now above 5Qpercent for

every major provider category in the State (acute care hospitals: 100 percent;

comprehensive care facilities 91 percent; dentists: 53 percent; and physicians 71

percent).22 Over the lastdecade EHRshave becomea core componentof value-based

payment models

3. Feasibility of incorporating the PDMP data into CRISP so that prescription drug
data can be entered and retrieved

Key Themes

a) The Maryland General Assembly established BDMPrequirement in 2011 and
oversight by the Office of Provider Engagement and Regulation at the Maryland
Department of Health (MDH), Public Health Servicé&s competitively selected
CRISP to support the technical infrastructure

b) Requirements exist for prescribers and dispensers of Controlled Dangerous
Substances (CDS) Schedule-W drugs to report to the PDMP, and consult the
PDMP (COMAR 10.47.0Prescription Drug Monitoring Program

c) During the 2018, legislative session, the General Assembly passed House Bill 115,
Maryland Health Care Commission Electronic Prescription Records Systemn

21 An advertising revenue platform is used by many technology services that do not charge its users. For more
information, visit: www.nextech.com/blog/you -get-what-you-pay-for-the-cost-of-free-emr.

22 Incentives were made available by Stateegulated payors from April 2011 through December 2018. These incentives
were separate from the Medicare and Medicaid incentive programs established by HITECH. For more informatiasit:
mhcc.maryland.gov/mhcc/Pages/hit/hit_ehr/hit_ehr_state_incentive.aspx

23 EHR adoption rates are estimates. Ségpendix Hfor more information on EHRadoption in Maryland and the nation.
24 Formerly the MDH, Behavioral Health Administration
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Assessment and Repothat requires MHCC to explore feasibility of developing a
repository of non-CDS dat&> 26

Recommendation
No action at this time.
Rationale

PDMP data is already made available through CRISRurrent regulations (COMAR
10.47.07) requiredispensers and prescribers to reporCDS data tdIDH. CRISP suppoi
data collection andaccesg¢o CDSnformation by prescribers and dispensers A separate
feasibility study was conducted toassess feasibility of creating a stateide repository for
non-CDS dataas required byHouse Bill 115 passed during the 2018 legislative session.
Afinal report is due to the legislature by January 1, 2020.

. Approaches for accelerating the adjudication of clean claims

Key Themes

a) The Maryland Insurance Administration (MIA) has not identified concerns
regarding non-compliance with Insurance Article Ainotated Code of Maryland
j)T OOOAT AA ' OOEAI AQ o9puvzpnnoj AQh xEEAE
within 30 -days of receipt of a claim

b) Private payors report that most electronic claims are processed in near redagime

c) Provider concerns exist aroundchanging the statute that allows a provider 180
days from the date of service to submit a claim

Recommendation
No action at this time.
Rationale

In November 2000, the MIA issuedegulations (COMAR 31.10.11.14Uniform Claim
Formg establishing standards for claims submission to expedite and simplify claims
processing. Biannually, private payors report to the MIA information on claims paid
within the required 30-day timeframe, and any interest paid for clean claims paid in
excess of that requiement. The Advisory Committee concluded that most claimare
processed in significantly less time than required by current regulationsand payors and
providers are satisfied with the current approach. Many supporting the status quo
contendthat the current approach provides protections and offers opportunityto further
improve claims processingurnaround time.

25 Non-CDS includes medications prescribed to treat medical conditions such as high blood pressure, diabetes, and
bacterial infections, not classified as a CDS.
26 SeeAppendix | formore information on the PDMP and House Bill 115.
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5. Any other issue MHCC considers appropriate to study to further health and
payment record integration

The following topic was dscussed by the Advisory Committee:

1 A unique patient identifier and technology to support magnetic stripe
cards or smart cards

Key Themes
a) A unique patient identifier is viewed as controversial due to privacy concerns

b) Magnetic stripe cards or smart cardpose challenges as reading devices currently
support financial management systems and the full impact of a conversion is
unknown

c) Consolidation of the functions of patient identification, identity management, and
access to longitudinaEHRswould necessitat a mandate

d) Challengesn seeking and delivering care in and out ofthe Sate
Recommendation
No action at this time
Rationale

HIPAA originally included a provision for the adoption of a unique patient identifier. This
requirement was later overruled by Congress due to privacy issues. Magnetic stripe
cards and smart cards are widely used in the financial industry but have been slow to
gain acceptance in health care. The Advisory Committee acknowledgine potential
benefits of a unique patient identfier; however, the majority were not supportive given
the risk that patient information could be exploited and privacy more difficult to assure.
The Advisory Committeeexpressedconcerns about implementingstripe or magnetic
card technology that may not k& widely embraced and exclusive to Maryland. National
efforts around electronic health information exchangeare focused on intero perability
between systems where patients control the flow of their information.

Conclusion

Over the last decadethe pace ofhealth IT developmenthasquickened and the scope of health
IT diffusion has increasedin Maryland and the nation. HITECH put the nation on a path to
establishing a health IT infrastructure with privacy and security embedded in its framework.
Nearly 10 years after the legislation was signed into law, EHR systemshave becomethe
cornerstone of most organizations' health IT infrastructure however, lack of interoperability
among systems remains acontinuous challenge. Current federal efforts focus on fostering
interoperability while breaking down proprietary information silos and enhancing security
controls to address evolving cybersecurity vulnerabilities. The concept of ahealth record and
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payment integration program proposed in Senate Bill 89@s laudable though, E Gricéhsistent
xEOE OEA AOiI 1 OOEIT 1T &£ OEA ET AOOOOU AT A 1 AT U OOA
Establishing such a program post-HITECHwould compromise stakeholdersdcurrent health IT
investments and federal and stakeholder interoperabilityefforts underway. The program would
be a misplaced investmentand not align with national initiatives that offer much promise to
Maryland providers, payors, and patients. One of the key goals of émlth record and payment
integration is to enable sharing of needed information at thepoint of care consistent with
longtime advocacy effortsin the State Most Advisory Committee members believe Maryland
should continue exploing opportunities to leverage gains from existing health IT investments
which are foundational for value-based careand essential to improving health care quality,
safety, ard efficiencyin the State

Acknowledgments

The MHCCcommendsstakeholders that served on theAdvisory Committeeand contributed to
the preparation of this report. Support for this study was provided by theHilltop Institute at The
University of Maryland Baltimore County
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Appendix A: Chapter 452

LAWRENCE J. HOGAN, JR., Governor Ch. 452
Chapter 452
(Senate Bill 8986)
AN ACT concerning

BEubleHaslh Marvland Health Care Commission — Health Record and Payment
Henrivehowse—PHet Integration Program Advisory Committee

FOR the purpose of requiring the Mm land. Heﬂlth C"lIE Cl:nrm:r:u slon—sukiect-to—cartain
l-mn-t-a-t-m&s—to estahhsh SO EETEE PO healih roasrd—and sasmme

and Pflvment Integ;at:lon Prcg;am Advlacg' Com_lmttee requiring the Commission
to select members of the Advisory Committee from certain persons: requiring the
Adwvisory Committee to study the feasibality of creating a health record and payment
integration program. certain approaches. and certain other izsues: authorizing the
Advisory Committee, to the extent allowed by law. to use certain information in
carrying out its duties: requiring the Commission to submit a cert*u.u repert to the
Governor and the General Assembly on or before a certain date; 4eSsn=g-—cs
Eerma- promdmg for the terrn.1.n~1tmn of this Aect; and generally relating to the heai-t-h-

=% Health Record and Pavment Integration Program
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Ch. 452 2018 LAWS OF MARYLAND
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LAWRENCE J. HOGAN, JR., Governor Ch. 452

SECTION 1. BE IT ENACTED BY THE GENERAL ASSEMBLY OF MARYLAND,
That hetawms-atlloclandroad-naefalloma

(a The Marvland Health Care Commission shall establish a Health Record and
Pavment Integration Program Adwvisory Committee.

by  The Commission shall select the members of the Health Record and Payment
Integration Program Advisory Committee from:

i1y managed care organizations. as defined in § 15-101 of the Health —
General Article:

2y individuals licensed. certified. or resistered under the Health
Occupations Article to provide health care:

_3_

15



Ch. 452 2018 LAWS OF MARYLAND

(31  facilities that provide health care to individuals; ssd

(41  persons that provide health care supplies or medications: and

(5)  healih insurers and carriers.

[} The Health Record and Payment Integration Program Advisory Committee
shall study:

(11  the feasibility of creating a health record and pavment integration
program. including:

(i) the feasihility of incorporating adminisirative health care claim
transactions into the State—desionated health information exchange established under §
19-143 of the Health — General Article for the purpose of improving health care
coordination and encounter notification;

{i1)  the feasibility of establishing a free and secure web—based portal
that providers can use. regardless of the method of pavment being used for health care
services. to:

1 create and maintain health records: and

2. file for pavment for health care services provided: and

(iii} the feasibility of incorporating prescription drug monitoring
program data into the State—designated health information exchange so that prescription
drug data can be entered and retrieved:

{2}  approaches for accelerating the adjudication of clean claims: and

(31  any other issue that the Commizssion considers appropriate to study to
further health and payment record integration.

(d) The Health Eecord and Payment Integration Program Advisory Committee,
to the extent allowed under law. mav use the information collected bv the State—desionated
health information exchange established under § 19-143(b) of the Health — General Article
in carrving out its duties under subsection (c) of this section.

[N 1 On or before November 1. 2019, the Commission shall submit the
findings and recommendations of the Health REecord and Pavment Integration Program

Advisory Committee to report to the Governor and. in accordance with § 2-1246 of the State
Government Article, the General Aszembly.

16



LAWRENCE J. HOGAN, JR., Governor Ch. 452

{2y  If the Health Record and Pavment Integration Program Adwvisorv
Committee recommends the creation of 2 health record and pavment integration program.
the report submitted under paragraph (1) of this subsection shall include:

(1) recommendations regarding statutory lancuage to establish and
maintain the health record and payment integration program: and

(1)  an estimate of the funding required to support the health record
and pavment integration program.
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LAWRENCE J. HOGAN, JR., Governor Ch. 452
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Ch. 452 2018 LAWS OF MARYLAND
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LAWRENCE J. HOGAN, JR.. Governor Ch. 452

21



Ch. 452 2018 TAWS OF MARYLAND

SECTION = 2. AND BE IT FURTHER ENACTED, That this Act shall take effect
July 1, 2018, Seetientoithi= This Act shall remain effective for a period of € 2 years and,
at the end of June 30, 2024 2020, Sestiontsf this Act, with no further action required by
the General Assembly, shall be abrogated and of no further force and effect. SestienJ of

Approved by the Governor, May 8, 2018,

— 10—
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Appendix B: Charter

MARYLAND
HEALTH CARE
COMMISSION

Health Record and Payment Integration Program
Advisory Committee

CHARTER

Purpose

During the 2018 legislative session, Senate Bill 898 ealth Record and Payment Integration Program
Advisory Committee was passed and requireshe Maryland Health Care Commission (MHCC) to
establish a Health Record and Payment Integration Program Advisory Committee (Advisory
Committee). The Advisory Committee will consist of representatives from managed care
organizations; health care providers and facilities; health care suppliers; pharmacies; and health
insurers and carriers. The Advisory Committee is tasked with conducting study to assess the
feasibility of creating a health record and payment integratiorprogram, including:

9 Feasibility of incorporating administrative health care claim transactiong? into the Stateg
Designated Health Information Exchange (HIE), the Chesapeake Regional Information
System for our Patients (CRISP);

1 Feasibility of establishing afree and secure webbased portal that providers can use,
regardless of the method of payment being used for health care services to create and
maintain health records and file for payment for health care services provided,;

9 Feasibility of incorporating the Prescription Drug Monitoring Program data into CRISP so
that prescription drug data can be entered and retrieved,;

1 Approaches for accelerating the adjudication of clean clain®8;and

1 Any other issue that MHCC considers appropriate to study to further healtand payment
record integration.

The MHCC is required to report on or before November 1, 2019 to the Governor and General
Assembly detailing findings and recommendations from the studsf. If the Advisory Committee
recommends that a health record and paymédrintegration program be created, the report needs to
include proposed statutory language to establish and maintain the program and an estimate of
funding required to support the program.

28 A transaction exchanges information electronically between two parties to carry out financial or administrative
activities related to health care (e.g., a health care provideends a claim to a pagr for payment of medical services).

29 A clean claim is free of errors when initially submitted and can be processed by a payvithout the need for additional
information.

30 A study and report was recommendedather than advandng an original version of House Bl 1574 that would have
tasked MHCC with the development and implementation of a health record and payment clearinghouse pilot with the
State-Designated HIE.

23



Background

The Health Insurance Portability and Accountability Acof 1996 (HIPAA) required the Department

of Health and Human Services to adopt standards for the secure exchange of electronic health care
transactions among HIPAAcovered entities, including claims, enroliment, eligibility, payment, and
coordination of benefits. Use of electronic transactions increases efficiencies in operations, improves
guality and accuracy of information, and reduces overall costs to the health care system. The
Affordable Care Act in 2010 includes additional provisions that address asof administrative
transactions established by HIPAA. These provisions include operating rules for the existing
transactions, unique identifiers for health plans, and electronic funds transfer and electronic health
care claims attachments!

Rationale

Administrative costs for health care in the United States are considered to be highest in the developed
world, and such expenditures do not have an apparent link to better quality caf@. Increasing
efficiencies can be accomplished by simplifying procedusg which can, in part, be attributed to
optimized use of health information technologyt? Expanding utility of the infrastructure already in
place by the StateDesignated HIE could provide a pathway to advance electronic health care record
keeping, billing, payment, and reporting.

Approach

The MHCC will convene meetings of the Advisory Committee to discuss specific policy matters related
to a health record and payment integration program. The MHCC anticipates that some discussions
will potentially requi re the formation of subgroups, and it is likely that subgroups will have a Chair
appointed by MHCC. In addition to presiding at meetings, a subgroup Chair will take an active role
in guiding and developing policy recommendations, among other things.

Meetings

All meetings of the Advisory Committee are open to the publié. A simple majority of Advisory

Committee members shall constitute a quorum for convening meetings. The majority of meetings

will take place via teleconference. Ilyperson meetings will beheld at MHCC offices or another

location if circumstances permit; members are strongly encouraged to attend esite; however,
teleconference information will be made available. Members participating via teleconference shall

count for quorum purposes, andtheir position (i.e., support, oppose, abstain) on matters will be

recorded. Reasonable notice of all meetings including date, time, teleconference information, and

location (if applicable) will be provided by email to all members of the Advisory Commite.

yT £ Oof AGETT 11 1 AAOGET cOh&ked DT OOAA 11 - (##60 xAAOE

Timeline and Deliverables

31 For more information, visit: www.cms.gov/Regulationsand-Guidance/Administrative-
Simplification/Transactions/TransactionsOverview.html.

248 58 (Eii Al OOAET h -oBparisdd bffHosgital Admbidtcative Gofs irBigst Natiéhs: U.8. Costs

FAAAA 111 | OEAOO AU &AOhd %Al OE ' £ZAEOOR 3ADPOG8 ¢mpt oo0j wqd
33 OECD (2017), Tackling Wasteful Spending on Health, OECD Publishing, Paxisloi.org/10.1787/9789264266414 -en.

34 As a State agency, MHCC follows the Open Meeting Act.
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http://dx.doi.org/10.1787/9789264266414-en

Meetings are anticipated to be held over the next year starting in JuR018 and take place about

every four to six weeks; additional meetings may be needed if a discussion topic warrants continued
deliberation about a proposed recommendation. The output from these meetings will be compiled
into a final draft report targeted for release in July 2019. The report will include the names of all
Advisory Committee members, meeting work papers, and recommendations that could influence

future legislation.
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Appendix C: Roster

Health Record and Payment Integration Program Advisory Committee Roster

(As of December 2018)

# Name Organization

1 | Albert Galinn Johns Hopkins University and Health System
2 | Allison Viola, MBA Kaiser Permanente

3 | Annie Coble Johns Hopkins University

4 | Ashlie T.Bagwell* Harris Jones & Malone, LLC

5 | Bob Morrow* Maryland Insurance Administration

6 | Brandon Neisweinder*® CRISP

7 | Bruce Taylor, MG Private Practice/Taylor Service

8 | Carol Emerson, MD Saint Agnes Healthcare

9 | Changrong Ji CareFirst BlueCrosS8lueShield

10 | Clayton House CareFirst BlueCross BlueShield

11 | Daniel Durand, MD LifeBridge Health

12 | Daniel Schneider* Cyfluent

13 | Dawn Seek*® Maryland National Capital Homecare Association
14 | Deanne Kasim* Change Healthcare

15 | Deborah Rivkin CareFirst BlueCross BlueShield

16 | Dixie Leikach, RPh, MBA Maryland Pharmacists Association

17 | Gregory Burkhardt* Beacon Health Option

18 | J. Wayne Brannock Lorien Health Systems

19 | Janet M. Hart RiteAid

20 | Jennifer Hardesty, PharmD Remedi

21 | Jennifer Witten* Maryland Hospital Association

22 | John Evans* Change Healthcare

23 | John Gutwald MedStar Health

24 | Kathleen Loughrarf Amerigroup

25 | Kathy Ruben, PhD* Consumer Health First

26 | Kenneth Sullivan CareFirst BlueCross BlueShield

27 | Kinekal Tasew Saint Agnes Healthcare

28 | Lauren Simpson, RN, BSN Potomac Home Health Care

29 | Lisa Polinsky, RPh, MBA LifeBridge Health

30 | Mark Kelemen, MD Independent

31 | Matthew Shimoda, PharmD. SuperValu

32 | Mike Denison*® Change Healthcare

33 | Patrick Carlson Johns Hopkins University and Medicine

34 | Patricia Cameron MedStar Health

35 | Pegeen Towsend MedStar Health

36 | Peggy Funk# Hospice & Palliative Care Network

37 | Rianna MatthewsBrown Johns Hopkins University

38 | Sarah Chaffee, BSN, RN University of Maryland Medical Center

39 | Sean McCarthy Remedi SeniorCare

40 | Tommy Tompsett* Harris Jones & Malone, LLC

41 | Tressa Springmana LifeBridge Health

42 | Will Price*2 PHIERS

43 | Xavier Musenger*® Cerner

The law requires the Advisory Committee includeepresentation from managed care organizations, health care
providers and facilities, health care suppliers, pharmacies, and health insurers. Individuals noted with an asterisk (
represent other organizations and are thus participating as erfficio members of the Advisory Committee.
Z Participated on the Draft Recommendations Subcommittee.
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Appendix D: Meeting Summaries

Health Record and Payment Integration Program Advisory Committee

July 26, 2018
Meeting Summary

Key discussion items include:

1

The Maryland Health Care Commission (MHCC) structured the meeting to provide important
background context about the law, purpose and role of the Advisory Committee, and

information about the StateDesignated Health Information Exchange and its previous wkr

with incorporating administrative claims transaction data into the CRISP Query Portal.

4EA | AAOET ¢ AACAT xEOE Oii A TPATET C OAI AOEO
stakeholders to assess the feasibility of creating a health record and paymenteagration

program (program) that expands use of StatgDesignated Health Information Exchange (HIE),

the Chesapeake Regional Information System for our Patients (CRISP), for electronic health
record keeping and billing.

Bruce Taylor, M.Ddiscussed the hisbry and rationale of the Bill, noting the potential to
increase administrative efficiencies and improve quality of care through a centralized
repository. Dr. Taylor provided guidance to the sponsor of Senate Bill 8%8ealth Record and
Payment IntegrationProgram Advisory Committee

A representative of CRISP provided an overview of the HIE services they make available to the
health care community today and information about a 2017 pilot study which explored how
administrative transactions data could be inorporated into CRISP. The pilot demonstrated
claims data could be used in care delivery to inform providers about treatment relationships
and missing data from the ambulatory setting (e.g., diagnoses, procedures, problem lists, etc.).
The pilot encountaed challenges since providers use multiple clearinghouses and all
clearinghouses were not willing to participate.

Representatives from @yors provided perspective on volume and adjudication processes for
paper and electronic claims noting the vast majont of clean claims are typically processed

within 24 hours upon receipt; they also mentioned use of a limited number of clearinghouses

for purposes of achieving economies of scale, negotiating power, and the benefit of value added
services for providers induding revenue cycle management. Other members of the Advisory
Committee noted that clearinghouses are deeply embedded in optimizing revenue cycle
management and provide valuable services, such as analytics. It was suggested there could be
value in usingCRISP as an ad hoc second destinatitncapture and disseminate information
about claims data.

Action Items: Review the draft listing of discussion items and provide suggestiomgt scope for
each that should be considered, including benefits, chajks) limitations, tradeoffs, etc. The
draft listing is availablehere; a Word document was-mailed on July 27, 2018.

Upcoming Meeting: The Advisory Committee will convene again at MHCC offices on Tuesday,
August 2%tfrom 2:00pm to 4:00pm EDT. Meeting materials will be posted onvtleépagethe
day prior.
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http://mhcc.maryland.gov/mhcc/pages/home/workgroups/documents/health_record_pymt/SBT_HRPI_Discussion_Items_20180726.pdf
https://mhcc.maryland.gov/mhcc/pages/home/workgroups/workgroups_health_record_advisory_comm.aspx

Health Record and Payment Integration Program Advisory
Committee

August 21, 2018
Meeting Summary

Key discussion items included:

1

The meeting included presentationdrom a payor and an Electronic Health Network (EHN) to
provide important context about the claim life cycle (presentation slides availablgaere).

Ken Sullivan overviewed claims processing at CareFirst BlueCross BlueShield including claim
types (medical, dental, etc.), formats (paper or electronic), volume, and turnaround time. It was
noted that CareFirst uses four EHNs (or tradinggrtners) that cannot easily be unplugged and
has first pass efficiency rates over 85 percent resulting from business and systemic rules that
do not require manual intervention.

Deanne Kasim, John Evans, and Mike Denison from Change Healthcare providednmdtion
about key functions of an EHN, such as connectivity and claims editing for multiple providers,
payors, andtechnology vendors. EHNSs play a vital role in transmitting electronic claims and
remittances securely through HIPAA compliant infrastructureusing administrative transactions
standards. Maryland regulations require EHNs operating in the State to be certified by MHCC;
37 EHNSs are certified as of August 2018 (more information availableere).

The Advisory Committee reviewed version 2 of the listing of discussion items, which included
thought-provoking categories and grids intended to spur objective thinking about the feasibility
in establishing a health record and payrmnt integration program.

Deliberation of discussion item/grid 1a identified benefits and barriers in a theoretical situation
where MHCC certified EHNs were required to report claims information to the Stafeesignated
Health Information Exchange, the Cleapeake Regional Information System for our Patients.

The discussion highlighted the potential to enhance care delivery through alerts that include
patient information on diagnoses and procedures performed, considerations for pre and pest
adjudicated clams, and how EHNs do not include claims for some providers that bill directly or
submit paper claims.

Upcoming meeting: The Advisory Committee will convene again at MHCC offices on Tuesday,
September 18 from 2:00-4:00pm EDT. Meeting materials witle posted in advance on the
Advisory Committegveb page
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http://mhcc.maryland.gov/mhcc/pages/home/workgroups/documents/health_record_pymt/HRPI_Agenda_Meeting_Materials_20180821.pdf
https://mhcc.maryland.gov/mhcc/pages/hit/hit_ehn/hit_ehn.aspx
https://mhcc.maryland.gov/mhcc/pages/home/workgroups/workgroups_health_record_advisory_comm.aspx

Health Record and Payment Integration Program Advisory
Committee

September 18, 2018
Meeting Summary

Key discussion items included:

T

The meeting included a presentation by Brandon Neiswender of CRISP who provided an
overview and lessons learned from a 2016 clearinghouse pilot that made administrative health
care claims transactions availble through CRISP services (presentation slides availalilere).

The pilot demonstrated that financial claims datacould be incorporated into existing platforms

to augment clinical information available through CRISP. Key takeaways include the need for
provider education and an assessment of the benefits and challenges of specific use cases (e.g.,
point of care decison making, notifications, population health) using pre and posadjudicated
claims.

The Advisory Committee reviewed Version 3 of the discussion items/grids to continue
information gathering about potential benefits, barriers/challenges, and solutions fospecific
components of a health record and payment integration program.

Discussion of item 1A (i.e., requiring electronic health networks (EHNSs) to submit claims
information to CRISP) highlighted some key considerations of pre and peatljudicated claims,
including accuracy, completeness, and value in care delivery.

Discussion of item 1B (i.e., enhancing CRISP to support electronic claims transactions) brought
to light how the current Azure cloud structure of CRISP has ample potential for scalability;
however, of concern is cost to connect more than 30 EHNs to CRISP.

Discussion of item 2A (i.e., making available a free electronic health record (EHR) solution to
providers) highlighted characteristics of norEHR adopters, such as age and specialty, which
might be more influential than cost for less than 25 percent oflysicians in the State that have
not adopted an EHR.

Upcoming meeting: The Advisory Committee will convene again at MHCC offices on Thursday,
October 18 from 1:00pm to 3:00pm EDT. Meeting materials will be posted in advance on the
Advisory Committegveb page
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http://mhcc.maryland.gov/mhcc/pages/home/workgroups/documents/health_record_pymt/HRPI_CRISP_Clearinghouse_Pilot_20180918.pdf
https://mhcc.maryland.gov/mhcc/pages/home/workgroups/workgroups_health_record_advisory_comm.aspx

Health Record and Payment Integration Program Advisory
Committee

October 18, 2018
Meeting Summary

Key discussion items include:

1 The meeting included a presentation by Bob Morrow of the Maryland Insurance Administration
who provided an overview of Maryland prompt payment requirements unde815-1005 of the
Insurance Article (presentation slides availablénere). The presentation highlighted entities
subject to comply with the statute and general requirements, including the 30 days processing
timeframe after receipt of an undisputed/clean claim. Representation from certain carriers
commented how the majority d claims are processed considerably faster, noting that ~88
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1 The Advisory Committee worked on Version 4 of the discussion items/grids, which included
discussionabout benefits, barriers/challenges, and solutions as it relates to revising prompt
payment requirements. There was general consensus that no statutory change is needed to
meet the original intent of the law.

91 Deliberation of funding sources for a healtliecord and payment integration program was
considered highlighting challenges with understanding attributable costs and difficulty in
demonstrating return on investment, particularly given significant investments made within
the industry. Dr. Bruce Taylorommented that although the law aims to assess feasibility in
establishing a free webbased portal for providers to create and maintain health records and
submit claims to third party payors, the law still allows for charging reasonable transaction fees
on a non-profit basis. Advisory Committee members commented about the opportunity cost of
pursuing such a solution given existing investments made within the State to achieve
widespread adoption of electronic health records as well ongoing efforts at thederal level.

9 Discussion regarding integration of multiple vendors with the StatéDesignated Health
Information Exchange put emphasis again on scope of use cases for pre or pdjudicated
claims and need to evaluate prioritization.

9 Action ltems: MHC(lans to form a Draft Recommendations Subcommittee to collaborate
virtually over the next month. The subcommittee will develop a preliminary list of informal draft
recommendations for discussion by the Advisory Committee. The preliminary list will sesree
working draft to guide deliberations among the Advisory Committee at the nexparson
meeting. If you would like to participate on this subcommittee, please email Justine Springer at
justine.sprirger@maryland.gov

I Upcoming meeting: The Advisory Committee will convene again at MHCC offices on Tuesday,
December 18, 2018 from 2:00pm to 4:00pm E®eeting materials will be posted in advance on
the Advisory Committegieb page
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http://mhcc.maryland.gov/mhcc/pages/home/workgroups/documents/health_record_pymt/HRPI_Prompt_Payment_Claims_20181018.pdf
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https://mhcc.maryland.gov/mhcc/pages/home/workgroups/workgroups_health_record_advisory_comm.aspx

Health Record and Payment Integration Program Advisory Committee

Draft Recommendations Subcommittee

November 27, 2018
Meeting Summary

Key discussion items include:

T

The Draft Recommendations Subcommittee (subcommittee) reviewed a preliminary draft of
key themes and conceptual ideas as a first phase in framing informal draft recommendations.
The discussion took into consideration concepts identified in the discussiatems/grids
document as it relates to potential benefits, barriers/challenges, and solutions for creating a
health record and payment integration (program) as required in law Chapter 452).

There was general consensus among the subcommittee to finds ways that maximize the existing
infrastructure as opposed to design, development, and implementation of a new infrastructure
for a program. Participants acknowledged existing Westments made by the industry and

federal efforts, such as the 21Century Cures Act (Cures Act), to increase momentum in
maximizing the promise of health information technology.

Discussion about thefeasibility of incorporating administrative health care claims transactions
into the StateDesignated Health Information Exchange (HIE) noted several technical and policy
complexities, including potential legal issues pertaining to ownership of claims datand
incomplete data due to lag time in claims processing and exclusions, such as-Bedfired plans
(Gobeille v. Liberty Mutual Insurance Company). Participants also noted how the Cures Act
aims to improve ownership of health care data for consumers.

In terms of feasibility of establishing a free and secure webased portal for providers to create
and maintain health records and file for payment, the subcommittee reiterated points about
widespread adoption of electronic health records (EHRs) and the pential need for an EHR
solution for just less than 15 percent of providers5 Given State and federal programs over the
lasttenl10 years to support EHR adoption and cost associated with making an EHR solution
available to providers, participants did not icentify a compelling reason why an intervention by
the State would be needed.

The subcommittee agreed there was no need (or force of law required) to accelerate the
adjudication of clean claims.

Exploratory discussions about magnetic stripe cards or sart card technology and unique
patient identifiers and matching algorithms noted some privacy concerns, challenges with
administrative costs, and downstream issues if implemented.

Upcoming Meeting: The subcommittee will convene again virtually on Wedagsbecember 19,
2018 from 2:00 to 4:00pm ESRlease contact Justine Springer jastine.springer@maryland.gov
if you would like to participate

35 Alarge portion of these providers tend to specialize in behavioral health orra nearing retirement.

31


http://mgaleg.maryland.gov/2018RS/chapters_noln/Ch_452_sb0896E.pdf
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Health Record and Payment Integration Program Advisory
Committee
Draft Recommendations Subcommittee

December 19, 2018
Meeting Summary

Key discussion items include:

T

The subcommittee acknowledged that there have been considerable investments made by
health care organizations in Maryland and the nation to implemerhealth information
technology that aims to increase efficiencies and improve quality of care delivery. Participants
noted that there could be potential longterm savings by investing in a health record and
payment integration program; however, investmen costs (though hard to define) would need
to be quantified to begin exploring a potential return on investment (ROI) model.

The subcommittee generally agreed that uncertainties and tradeffs need to be explored
thoroughly to inform the development of plicy and potential legislation that balances interests
and protects existing investments by all stakeholders. Participants also acknowledged the need
to align any new efforts with those at the federal level.

The subcommittee generally agrees that more eluation is needed to justify incorporating

claims data into the StateDesignated Health Information Exchange, particularly as it relates to
legal issues, such as governance of the data, as well as identifying the unique value proposition
to stakeholders br specific use cases.

The subcommittee acknowledged federal and State policy that has promoted adoption of
electronic health records (EHR) over the last decade, and how there could be some benefit of
establishing a free webbased portal for providers to eeate and maintain health records and

file for payment of services rendered. Given existing investments in EHR technology, variation
in EHR attributes among different specialties, and that such a solution could potentially be
desired by less than 10 percet physicians®¢, the workgroup decided that there was minimum
benefit in developing, implementing, and maintaining an EHR solution at this time.

There continued to be general consensus that no statutory change is needed to accelerate the
adjudication of clean claims or reduce timely filing requirements for providers.

Upcoming Meeting: The full Advisory Committee will convene at MHCC offices on Thursday,
January 24, 2019 to discuss informal draft recommendations.

36 Estimated based on electronic health record adoption data collected by the Maryland Board of Physicians.
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Health Record and Payment Integration Pr ogram Advisory
Committee

January 24, 2019

Meeting Summary

Key discussion items include:

1

The Advisory Committee reviewed version 3 of the key themes, draft recommendations, and
supporting rationale noting that funding is needed to further study complex isses identified in
the design and governance of a health record and payment integration program.

There is general consensus to recommend that a task force assess specific use cases for
incorporating claims data into the StateDesignated Health Information Egkhange. It was noted
that evaluation of other suitable alternatives such as improving the accuracy and availability of
clinical data should be considered.

A statutory change to accelerate the adjudication of clean claims cannot be justified at this time.
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encouraged to improve the timeliness of their claims submissions to benefit consumers.

Significant challenges were noted around the adoption of a unique patient identfi and

technology to support smart cards or magnetic stripe cards. A common viewpoint shared was
to rely on existing processes and vendor solutions.

There is no upcoming meeting scheduled for February. The MHCC will distribute to the Advisory
Committee arevised draft (version 4) for review; members are invited to provide additional

written comments. A draft report is expected to be shared with the Advisory Committee in the
coming weeks.
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Appendix E: Meeting Presentations

Carehtst

CLAIMS PROCESSING AT CAREFIRST, INC.

High level overview

AUGUST 2018

Proprietary and Confidential

Claims Processing at CareFirst

= Claims Data and Statistics
= Claims Processing and Efficiency

= Analytics and Submitted Claims

Carehirst &@
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Claims Data and Statistics

Claim Types

~ Medical (institutional and professional)
» COBC ( Medicare)

~ Dental

~ Phamacy

~ Mental Health

~ Interplan Teleprocessing System (ITS)

~ Governs how claims are processed & paid
throughout the Blue Cross Blue Shield

Association

8/20/2018

Carehirst £ ©@

Claim Formats
~ Paper
~ Electronic
~ Electronic Data Interchange (EDI)
~ EDITransactions -
~ 837 (Claim)
»~ B35 (Payment Remittance)
~ 276 (Claim Status Request)
» 277 (Claim Status Response)
~ 999 (Acknowledgement)
~ Claim versions:
= Professional - ‘005010X222A1
= Institutional — ‘005010X223A2"

= Dental- "005010X224A2"

Claims Data and Statistics

~ Claims Volumes:

~ Institutional, Professional, Dental 2017
~ Pharmacy 2017

= Claims Tumaround Times -

~  96% within 14 days
-~ 100% within 30 days

~ Average days of receipt from claim DOS

~ Professional
~  Institutional
~ Dental

= Claim Rejection Rate

~  Electronic
~  Paper

8/20/2018

Carehirst @

41.3M
15Mm

23.9 days
34.0 days
16.3 days

4.4%
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